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Attach a photograph of passport quality no larger than 2 1/2 x 3 inches. (The size of this box) The photograph must not be taken more than 60 days before the date of the application.
ARIZONA MEDICAL BOARD
MD INITIAL LICENSE APPLICATION
9545 E Double Tree Ranch Rd., Scottsdale, AZ 85258 
www.azmd.gov; Email: licensingreport@azmd.gov
OR
3.
No dashes
1.
 To be completed and signed by applicant. All questions MUST be answered, even if only to indicate "None" or "N/A."
4.
5.
ADDRESSES:
 
Practice Address: This is the practice/principal place of business. The address and phone number will appear in the Medical Directory and on the  Board's web site. Every physician must have an address available to the public. If only one address is provided, even if it is your home address, it will be available to the public. If you want your home address to be listed on your web site profile, please so indicate. Otherwise, no address will be be provided on the profile, but it will be provided to the public if requested. 
 
Mailing Address:  If no address is provided, all Board correspondence will be sent to the Practice Address.
 
Email: This address is optional. If you provide an email address, it will not be released to the public. 
 
Home Address: You are required to provide a home address and telephone number. They will not be released to the public unless you fail to provide an Office Address. 
Social Security Number, Date of Birth and Place of Birth are Confidential Information - Not for Public Disclosure
2.
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6.   PROOF OF CITIZENSHIP: Effective January 1, 2008, based on Federal and State laws, all applicants must provide evidence that the applicant is lawfully present in the United States. Federal law, 8 U.S.C. §1641 and State law, A.R.S. §1-501, require documentation of citizenship or alien status for licensure. If the documentation does not demonstrate that the applicant is a United States citizen, national, or a person described in specific categories, the applicant will not be eligible for licensure in Arizona.  
7.    All states or provinces in which you have applied for or have been granted a license or registration to practice medicine, including license number, date issued and current status of the license. If more than five, attach a separate listing. If a license is pending or was not issued, so state. If none, please indicate "Not Applicable."
a.
b.
c.
d.
e.
8.
If you graduated from a medical school located outside the United States of America or Canada, please list below:
9.    List chronologically, all internship, residency and fellowship training in the U.S. or Canada (completed or not), or assistant professorship (or higher) at any programs attended, showing institution, address, type of program and dates. Attach a separate listing if needed. 
a.
b.
c.
d.
Dates of Attendance:
Dates of Attendance:
Dates of Attendance:
Dates of Attendance:
*See Statement of Citizenship form for complete list of accepted documents available on the website.
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10.   License Exam. Please indicate all exams taken, the date(s) taken (month/day/year) and which state, if applicable:
11.   Indicate your area of interest and whether you are certified by the American Board of Medical Specialties (ABMS):
Area of Interest
ABMS Certified?
Practicing?
Expiration Date
(Or indicate if lifetime certificated)
The Commonwealth of Puerto Rico is not accepted.
Please Note:  The Arizona Medical Board accepts Federation Credentials Verification Service (FCVS) documents that are received by the Board directly from the Federation of State Medical Boards (FSMB) as verification. Contact the Federation at http://www.fsmb.org if you need more information regarding this service.  
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QUESTIONNAIRE
NOTE: In the event that the response to any of the questions above is "Yes," you must file an explanation. 
 
Failure to properly answer these questions can result in Board disciplinary action, including revocation or denial of license.
8.  Have you been named as a defendant in a malpractice matter currently pending or that resulted in a settlement or judgment against you? If so, provide an explanation and a copy of the complaint and either the agreed terms of settlement or the judgment.  The verification must contain the name and address of each defendant, the name and address of each plaintiff, the date and location of the occurrence which created the claim and a statement specifying the nature of the occurrence resulting in the medical malpractice action.
6.  Have you ever had a medical license disciplined resulting in a revocation, suspension, limitation, restriction, probation, voluntary surrender, cancellation during an investigation, or entered into a consent agreement or stipulation?
2.  Have you had any disciplinary or rehabilitative action taken against you by another licensing board, including other health professions?
1.  Have you had any application for medical licensure denied or rejected by another state or province licensing board? 
3.  Have you had any disciplinary actions, restrictions or limitations taken against you while participating in any type of training program or by any health care provider?
4.  Have you ever been found in violation of a statute, rule, or regulation of any domestic or foreign governmental agency?
5.  Have you been under investigation by any medical board or peer review body? 
7.  Have your had hospital privileges revoked, denied, suspended, or restricted?
9. Have you been subjected to any regulatory disciplinary action, including censure, practice restriction, sanction, or removal from practice, imposed by an agency of the federal or state government?
10. Have you had the authority to describe, dispense or administer medications limited, restricted, modified, denied, surrendered, or revoked by a federal or state agency?
11.  Have you been found guilty or entered into a plea of no contest to a felony, misdemeanor involving moral turpitude in any state? (See list of explanations on web site at www.azmd.gov/Misdemeanors/Misdem.aspx)
12.  Do you engage in the illegal use of any controlled substance, habit-forming drug, or prescription medication?
CONFIDENTIAL QUESTIONS
2.  Have you consumed intoxicating beverages resulting in your ability being impaired or limited to exercise the judgment and skills of a medical professional?  
1. Have you had or do you have a medical condition that impairs or limits your ability to safely practice medicine including a diagnosis or treatment for any psychotic disorder or substance abuse disorder?
NOTE: In the event that the response to any of the questions above is "Yes," you must file an explanation.
 
Failure to properly answer these questions can result in Board disciplinary action, including revocation or denial of license. 
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SUPPLEMENTAL FORM
Please list all hospital affiliations within the past five (5) years, including moonlighting and courtesy staff affiliations. Do not include postgraduate training or self employment. List all medical employment, i.e. medical clinic, physician placement group, emergency medical group, radiology group, etc. 
HOSPITAL/CLINIC AFFILIATION
a.
b.
c.
MEDICAL EMPLOYMENT
a.
b.
c.
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Application Instructions
 
 In addition to the appropriate completion of the applicable sections of this application, the applicant will submit the following:
 
1. Certified evidence of legal name change if name is different from that shown on documents submitted with the application.
2. A payment of $500 for processing your application. Should your application be approved you will be charged a prorated licensing fee.
Application Checklist
The APPLICANT must forward the following enclosed forms to the appropriate entity for completion.  (If applicable)
(Once completed by the entity, these forms are to be sent directly to the AMB.)
USMLE, FLEX, SPEX, NBME or any State exam
In addition to your e-mail address provided on page one of this application please indicate if you would like to designate/authorize ONE other individual beside yourself to receive status updates on your application:
NOTE: Arizona law requires an applicant who has been charged with a felony or a misdemeanor involving conduct that may affect patient safety after submitting the application to notify the Board within 10 days after the charge is filed. A.R.S. §32-3208. For a list of reportable misdemeanors, see the website under Physician Center  - Reportable Misdemeanors. All felonies are reportable.
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Notarization
Before me, _______________________ on this day personally appeared _________________, known to me (or proved to me on the oath of  __________________ or through (description of identity card or other document)) to be the person whose name is subscribed to the foregoing instrument and acknowledged to me that he executed the same for the purposes and consideration therein expressed.
 
Given under my hand and seal of office this __________ day of _____________, 20___.
 
 
 
________________________________
Notary Public's Signature
                                                                                          (Personalized Seal)
I attest that all of the information contained in the application and accompanying evidence or other credentials submitted are true. I attest the credentials submitted with the application were procured without fraud or misrepresentation or any mistake of which I am aware, and that I am the lawful holder of the credentials. I authorize the release of any information from any source requested by the Board necessary for initial and continued licensure in this state. 
ATTESTATION:
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            ARIZONA MEDICAL BOARD              Medical College Certification
I, ______________________, request that my medical college certification or official transcript be submitted directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
AUTHORIZATION: The Arizona Medical Board requires all applicants for licensure to obtain verification of all postgraduate training programs attended. This form must be completed by the Program Director. This is authorization to release any information in your files of record, favorable or otherwise, DIRECTLY to the Arizona Medical Board. Authorization may be sent via mail or fax to 9545 E Doubletree Ranch Road, Scottsdale, AZ 85258 or licensingreport@azmd.gov.
            ARIZONA MEDICAL BOARD 
              POSTGRADUATE TRAINING VERIFICATION FORM
Important - Program Participation: Report incomplete postgraduate years (PGY) separately from those that were successfully completed. If the postgraduate year is currently in progress, report the expected completion date in the "To" field. Report internships, residencies and fellowships separately.
Successfully Completed?
Successfully Completed?
Successfully Completed?
This program was approved for postgraduate training during that period by the Accreditation Council for Graduate Medical Examination Education (ACGME), or the Royal College of Physicians and Surgeons of Canada:
(mm/dd/yy)
(mm/dd/yy)
(mm/dd/yy)
(mm/dd/yy)
AUTHORIZATION: The Arizona Medical Board requires all applicants for licensure to obtain verification of all hospitals where they have been employed as a clinical instructor. This form must be completed by the Program Director. This is authorization to release any information in your files of record, favorable or otherwise, DIRECTLY to the Arizona Medical Board. Authorization may be sent via mail or fax to 9545 E Doubletree Ranch Road, Scottsdale, AZ 85258 or licensingreport@azmd.gov.
            ARIZONA MEDICAL BOARD 
             CLINICAL INSTRUCTOR VERIFICATION FORM
Located in:
1. The said program was approved for postgraduate training during that period by the Accreditation Council for Graduate Medical Education or the Royal College of Physicians and Surgeons of Canada.
2. Have the applicant's hospital or teaching duties ever been restricted or limited?
3. Was the applicant granted full clinical privileges at your institution?
If YES, please provide a written explanation.
If NO, please provide a written explanation.
If YES, please provide a written explanation.
4.  Was there any reason not to continue the applicant as an instructor?
5.  Was the applicant's performance as an instructor consistently rated satisfactory and/or above?
If NO, please provide a written explanation and a copy of the evaluation(s).
REQUEST FOR STATUS REPORT FOR ECFMG CERTIFICATION
Certifications will be sent directly to the ARIZONA MEDICAL BOARD, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258, 
or email: licensingreport@azmd.gov.
 
To confirm ECFMG certification status for an international medical graduate, please contact:
 
ECFMG Certification Verification Service
PO Box 48083
Newark, NJ 07101-4883
or you can order your ECFMG certificate online at www.ecfmg.org
I, ______________________, request that my ECFMG certification be submitted directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
            ARIZONA MEDICAL BOARD            ECFMG CERTIFICATION
REQUEST FOR FEDERATION OF STATE MEDICAL BOARDS (FSMB) REPORT 
Reports will be sent directly to the ARIZONA MEDICAL BOARD, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258, 
or email: licensingreport@azmd.gov.
 
To request a copy of your FSMB report, please contact:
 
FSMB Offices
400 Fuller Wiser Road, Suite 300Euless, TX 76039
 
or you can order your FSMB Report online at www.fsmb.org
I, ______________________, request that my FSMB report be submitted directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
            ARIZONA MEDICAL BOARD             FEDERATION OF STATE MEDICAL BOARDS REPORT
REQUEST FOR AMERICAN MEDICAL ASSOCIATION (AMA) PHYSICIAN PROFILE 
Profiles will be sent directly to the ARIZONA MEDICAL BOARD, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258, 
or email: licensingreport@azmd.gov.
 
To request a copy of your AMA Profile, please contact:
 
American Medical Association515 North State StreetChicago, IL 60610
 
 
or you can order your AMA Profile online at www.ama-assn.org
I, ______________________, request that my AMA profile be submitted directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
            ARIZONA MEDICAL BOARD             AMERICAN MEDICAL ASSOCIATION PHYSICIAN PROFILE
REQUEST FOR AMERICAN BOARD OF MEDICAL SPECIALTIES (ABMS) CERTIFICATION
Verifications will be sent directly to the ARIZONA MEDICAL BOARD, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258, 
or email: licensingreport@azmd.gov.
 
If you are board certified you must request a copy of your ABMS Certification. 
American Board ofMedical Specialties1007 Church Street, Suite 404Evanston, Illinois 60201
 
 
or you can order your ABMS Certification online at www.abms.org
I, ______________________, request that my ABMS certification be submitted directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
            ARIZONA MEDICAL BOARD             AMERICAN BOARD OF MEDICAL SPECIALTIES CERTIFICATION
REQUEST FOR EXAMINATION RESULTS
I, ______________________, request that my examination results be submitted directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
United States Medical Licensing3750 Market StreetPhiladelphia, PA 19104
www.usmle.org 
Federation of State Medical Boards
PO Box 619850
Dallas, TX 75261 www.fsmb.org
National Board of Medical Examiners
3750 Market Street
Philadelphia, PA 19104 www.nbme.org
Contact the appropriate state board
            ARIZONA MEDICAL BOARD              EXAMINATION RESULTS
LICENTIATE OF THE MEDICAL COUNCIL OF CANADA (LMCC)
Verifications will be sent directly to the ARIZONA MEDICAL BOARD, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258, 
or email: licensingreport@azmd.gov.
 
To request a copy of your LMCC verification, please contact: 
 
Medical Council of CanadaP.O. Box 8234 Stn TOttawa, ON Canada K1G 3H7
or online at http://www.mcc.ca/en/
 
I, ______________________, request that my LMCC verification be submitted directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
            ARIZONA MEDICAL BOARD              LICENTIATE OF THE MEDICAL COUNCIL OF CANADA
            ARIZONA MEDICAL BOARD              STATE LICENSE VERIFICATION
I, ______________________, request that my state license verification be submitted directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
            ARIZONA MEDICAL BOARD           MEDICAL EMPLOYMENT VERIFICATION REQUEST
I, ______________________, request that verification of my medical employment be submitted on the letterhead of the verifying Employer directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
Note: Verification is required from the employer where the applicant has been employed during the five years preceding the application.
I, ______________________, request that verification of my hospital affiliation be submitted on the letterhead of the verifying hospital directly to the Arizona Medical Board, 9545 E. Doubletree Ranch Road, Scottsdale, AZ 85258 or email: licensingreport@azmd.gov
            ARIZONA MEDICAL BOARD           HOSPITAL AFFILIATION VERIFICATION REQUEST
Note: Verification is required from the hospital where the applicant has held privileges, consultation or teaching appointments during the five years preceding the application.
Mail to:          Arizona Medical Board
                  9545 East Doubletree Ranch Road
                  Scottsdale, AZ 85258
 
                  Or Fax to: 480-551-2707
Please complete and return this form with your license application and all necessary documents if paying by credit card. Or return the application and payment (this credit card form or check or money order) to the address listed below. PLEASE NOTE: If faxing the credit card, do not mail as you may be charged twice. 
 
         
(Required)
(If different from billing address)
(Required)
(No dashes between numbers)
Type of Card:
MD APPLICATION PROCESSING FEE $500
PAYMENT CARD AUTHORIZATION
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